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by the drainage going on through the body, and is not an
instance of increased tissue metabolism.
GRoUP 2. Increased excretion of phosphoric acid associated
with pulmonary disease.-I have met with three cases. The
first, a young gentleman, aged nineteen, who was living in
London engaged in mercantile pursuits. When I first saw
him there was nothing definite to be made out, except that
he complained greatly of lassitude and aching pains round
his loins. A careful examination of the chest revealed no
disease. The urine was normal in quantity, of high specific
gravity, very acid, but occasionally becoming alkaline,
when it deposited dense masses of calcium phosphate. The
urea was in excess and the daily elimination of phosphoric
acid considerably above the normal. This patient was
frequently troubled with boils. As he became weaker, and
it was evident that London life did not suit him, I advised a
sea voyage, which I believe he took. Three years later I
heard through a friend that the patient was dead, that two
years after I had last seen him symptoms of pulmonary
disease manifested themselves, which ran a rapid course and
- terminated fatally.
The second case was sent me by Surgeon-General Balfour.
A gentleman, aged forty-nine, who had spent the greater
part of his life abroad, was in 1881 troubled with polyuria,
passing about eighty ounces of urine a day. This urine was
acid, and had an average specific gravity of 1015 ; there was
some excess of urea, and a considerable increase in the daily
’excretion of phosphoric acid. He suffered from thirst, loss
of flesh, and complained of severe rheumatic pains in the
loins and pelvic regions; he also was troubled with boils.
On my advice he left London and went to reside at Brighton,
and shortly after the urinary flux fell from eighty to sixty
ounces, whilst the excessive elimination of phosphoric acid
was also reduced. After he had resided at Brighton about a
year he began to suffer from cough, and again to lose flesh. i
Before this he had exhibited no signs of lung mischief, but
- now on examination I found a patch of consolidation in the
apex of the right lung. As it was then autumn I advised
him to winter either in the south of France, Algiers, or Sicily.
He chose the latter, and 1 heard nothing more of him till the
other day, when Dr. Balfour told me he died the next year
at Naples of typhoid fever, contracted at the same time as
the fatal seizure of Professor Munro of Cambridge.
A third case was observed in a tubercular lad who was
’under my care at the Seamen’s Hospital in 1877. He was
admitted suffering from severe debility and prostration,
,complaining of pain in all his limbs, and especially across
the loins, and some coarse rales were heard in the bronchial
tubes. The urine was clear, acid, and abundant, averaging
-about six pints daily, with an average specific gravity of
1016, urea was in excess, and the phosphoric acid excreted
amounted on more than one occasion to over nine grammes
’in the twenty-four hours; whilst the average of several
observations gave nearly seven grammes. Previously to the
’commencement of the illness, about three weeks before
admission, he had always enjoyed good health. During the
-attack he had lost 181b. in weight. After being kept a
week in bed the rales in the chest cleared up, and he was
not so prostrate, but several boils made their appearance.
’He regained a greater portion of his lost weight whilst in
hospital, and the urinary secretion was diminished from an
average of six pints to barely four, and the phosphoric acid
’from 9-6 to 4’8 grm. (To be concluded.)
A CASE OF
PARTIAL ENTEROCELE (IRREDUCIBLE)
ASSOCIATED WITH DOUBLE HERNIAL
SAC ; OPERATION.
BY WILLIAM HENRY BATTLE, F.R.C.S.,
RESIDENT ASSISTANT-SURGEON TO ST. THOMAS’S HOSPITAL.
IT is now nearly two years since the patient whose case
is related below came under observation, and during that
time I have been unable to find any record of a similar
condition. A good deal of attention has been drawn to the
rarer forms of femoral hernia by the discussions which have
taken place at the various Medical Societies during the last
few months, and I hope that the publication of this case
will elicit information with regard to others resembling it.
Mrs. D--, aged forty-five, married, and the mother of
several children, was sent to me from the country on Monday,
March 17th, 1884, for irreducible hernia. She had had a hernia
in the right groin for five or six years, and had worn a truss,
the hernia being always reducible until lately; she could not
state the exact time that it had been irreducible. Pain was
first felt in the swelling on March 10tb, but as this was slight
she did not send for her medical attendant until the 14th,
when there was much more pain, the swelling was larger,
and she felt anxious about it. There had been no vomiting,
and the bowels had acted naturally. Ice was applied and
the diet restricted, but there was no improvement.
When she came under my care there was a femoral hernia
on the right side the size of a large duck’s egg, fluctuating,
but without any particular pain or tenderness. There was
impulse on coughing, which was probably conveyed from the
abdominal wall. It was dull on percussion, and extended out-
wards to within two inches from the anterior superior spine.
There was no abdominal distension, and no vomiting. The
bowels had acted three days before. The tongue was slightly
furred. The pulse was quiet and the temperature normal.
There was no albuminuria, and the internal organs appeared
healthy. Ice was applied and the legs flexed over a pillow,
milk only being given.
On the 21st there had been no improvement, the swelling
had notdiminished, and the patient was anxious to have some-
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thing done for her relief. Accordingly, with the assistance of
Mr. Edmunds and Mr. Tyrrell (who administered ether), an
incision was made, about two inches long, over the sac and
rather to its inner side, the dissection carried down to the
sac and then opened on a director, when there was an escape
of from three to four ounces of yellowish fluid, which soon
coagulated after removal from the body. A small projection
about the size of a filbert was then seen occupying the
position of the femoral ring, the surface of which was dull-
purplish in colour, smooth, but slightly irregular, and quite
adherent all round. It did not appear to be intestine.
Careful incision proved this to be a thin, tough, fibrous mem-
brane, which was separated by a layer of fluid from a small
projection of the intestinal wall, which was firmly adherent
to the crural canal all round and irreducible, purplish in
colour, in a good state of vitality, but with less than the
usual clearness of polish. As this was evidently not strangu-
lated, and there appeared considerable danger of tearing it
by any attempt to separate the strong adhesions, it was leftin situ. The membrane was removed with scissors, the sac
wall dissected up, excess cut off, and the remainder closed
over the adherent intestine by means of catgut sutures.
Two split drainage-tubes were employed, one being placed
under the new sac and the other in the space left after the
dissection of the old one ; these were brought out below and
the wound closed with catgut and silk sutures. No vessel
required ligature. The carbolic spray was used when the
sac was opened, and full antiseptic dressing employed. The
patient was rather faint towards the close of the operation,
but soon recovered.
The after-progress of the case was satisfactory and
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recovery uninterrupted. The wound was dressed twice,
the inner tube being removed at the first dressing on the
evening of the following day, and the outer with the sutures
at the second dressing a few days later. A pad and bandage
were then applied for a time. The patient was not advised
to wear a truss, and left my care on April 6th.
The rough diagram on the preceding page will probably
assist in understanding the condition of the parts as found
at the operation.
We have here three conditions which in my opinion
deserve special comment, and are each of great rarity:
(1) The partial enterocele; (2) the membrane which by its
position divided the sac of the hernia into two parts; and
(3) the distension of these sacs by fluid.
Before the operation my diagnosis was, distension of the
hernial sac by fluid, secondary to the blocking of the canal
by a piece of omentum. The complete absence of symptomsin connexion with the intestinal tract made it unlikely
that there was intestine present, and the absence of resonance
on percussion pointed in the same direction. At the opera-
tion the condition described above was revealed, and from
the small amount of the intestinal protrusion, and its firm
adhesion without the causation of any symptom, there can
be no doubt but that it was a partial or lateral enterocele,
or, as some have preferred to call it, Richter’s hernia.
It is difficult to account for the presence of a membrane
of such perfect formation in the interior of the sac of a
hernia; tough, fibrous, and inelastic, it did not give the
impression that it was of recent date, and this makes the
explanation of the pathology of the case less easy. It
has appeared to me that possibly its origin was due, in
the first place, to a limited but complete inflammatory
adhesion of the neck of the sac just external to the canal,
following irritation produced by the pressure of a truss,
subsequent stretching of this adhesion by internal and
external pressure, the former caused by the frequent
attempts of the gut to descend the canal, and that from
without by the pressure of the truss aided by the presence
of fluid in the old hernial sac. There was, however, no
evidence of this, and the membrane, which was of the
thickness of writing-paper, did not appear to slope away at
its insertion, but was as distinct as the attachment of the
parchment of a drum, and was smoothly lined on both
surfaces. By the presence of this membrane, whatever
may be the explanation of its origin, and by the adhesion
of the intestine to the crural canal, two sacs were formed,
each of them being in a condition for the production of
what is known as hydrocele of the hernial sac-a condition
so rare that Mr. Langton, in his remarks on a case, stated
that he had only found a record of the one case which he
was describing out of almost 7000 cases of femoral hernia
recorded by the Truss Society during a period of eighteen
years. The fluid in these sacs was probably much of it the
result of recent irritation, but there was no evidence of
actual inflammation at the time of operation.
PYREXIA AND HYPERPYREXIA.
BY T. J. MACLAGAN, M.D., M.R.C.P.,
PHYSICIAN IN ORDINARY TO THEIR ROYAL HIGHNESSES PRINCE AND
PRINCESS CHRISTIAN OF SCHLESWIG HOLSTEIN.
THE physiological facts which have to be kept before us
in considering the theory of fever are as follows:- 1. Two
main processes are constantly going on in the system-
tissue formation and tissue disintegration. 2. During tissue
disintegration there are formed various products destined
for elimination; the chief of these are urea, carbonic acid,
and heat. 3. Urea is eliminated by the kidneys, carbonic
acid by the lungs, and heat by the skin. 4. In the case of
each, production and elimination are so well balanced that
no accumulation takes place in the system. 5. In the case
of heat this balance is so well maintained that the normal
temperature is always the same (98’4&deg;F.).
In fever the whole process is disturbed; there is increased
formation of urea and carbonic acid, and the temperature
rises above 984&deg;. This rise of temperature is regarded as
the pathognomonic feature of the febrile state, and its extent
1 St. Bartholomew’s Hospital Reports, vol. x., 1874.
as the index to the amount of febrile disturbance. All theories’
of fever essentially consist in an attempt to account for this
rise. The readiest and most natural way of doing so is to.
attribute it to increased activity of the processes which
keep up the normal temperature. We accordingly find that.
the most generally accepted of the modern theories of
fever-the so-called combustion theory-is that which
attributes it to such increase. "Fever," says Virchow.
" essentially consists in elevation of temperature, which must
arise from an increased consumption of tissue." Lieber-
meister defines it " as a symptom-group, at the foundation
of which is an elevation of the temperature of the body
produced by a morbid general increase of metamorphosis."
The evidence of increased tissue metamorphosis in fever
is the wasting of the tissues, and the increased elimination
of urea and other excretory compounds. This distinct
evidence of increased tissue metamorphosis, and the un-
doubted competence of this to cause a rise of temperature,
are the foundations on which this theory of fever rests. If
this expressed the whole truth, and if fever simply consisted
in increased heat due to increased tissue metamorphosis,,
the amount of febrile disturbance ought to bear a direct
relation to the extent of the tissue disintegration, and the
quantity of excreta eliminated would be directly as the
amount of fever. The fact that such is not always the case,.
and that the amount of urea excreted does not always rise
and fall with the rise and fall of the temperature, has cast
doubts on the accuracy of this theory, and led observers to
seek for some other explanation of the rise of temperature.
The combustion theory is not discarded, but it is regarded
as inadequate to explain all the phenomena which present
themselves in fever; and the more one studies these phe-
nomena at the bedside, the more apparent does it become
that increased tissue metabolism is not enough to explain
them all.
In 1863 Traube advanced the hypothesis that the rise of’
temperature was due to retention of heat consequent on
contraction of the minute arteries. Liebermeister and
Leyden demonstrated the inaccuracy of Traube’s hypothesis,.
and by a series of careful observations showed that the
febrile body does give off more heat than the non-febrile-a
fact already made familiar to every clinical observer by the
greater sense of heat felt by the hand placed under the bed-
clothes of a patient suffering from fever, as compared with
that felt in the case of the non-febrile. Ten years later
Senator revived Traube’s hypothesis in a modified form. He
supposed that there are periodic diminutions of loss of heat,
together with a constant, though not great, increase of
heat production. But this is mere hypothesis, and is
opposed to the facts observed by Liebermeister and Leyden.
It seems to me that there is really no valid reason for
supposing that during fever the mutual relation of heat-
production and heat-elimination is materially altered. That
there is increased production of heat is undoubted; but a
careful consideration of the facts with which we have to-
deal shows that increased production is met by increased
elimination. The range of the temperature in fever has its
limits, just as that of health has; the range is wider and
more variable, it is true, but still it has its recognised limits.
It could not be so limited were the increased production of
heat which causes the rise not met by increased elimination.
In health an adult produces in half an hour heat enough to
raise the temperature of his body 1&deg;C. Were heat to go on
being formed uninterruptedly at this rate, without any
elimination, the body would rapidly become very hot, and
would reach the boiling point in thirty-six hours.’ As it is,
the heat does not exceed 984&deg;. In fever the amount of heat
produced is much greater. Were this increased production
to go on with only the normal elimination of health, the range
of febrile temperature would have no limits-the temperature
would go on rising day by day till it reached a point which
was incompatible with the continuance of life. As it is, the
temperature in fever rarely reaches 106&deg; F., and the immense
majority of fever patients recover. In typhus fever the
maximum temperature is reached by the fifth or sixth day,
but the fever goes on for a week or ten days more, all the
symptoms increasing in severity; but in very few cases is a
higher temperature noted during the second week than was
observed before the completion of the first, and yet all that
time there is marked wasting of the nitrogenous tissues and
increased elimination of urea. The fever process, with its
increased metamorphosis and increased heat production, con-
1 Landois’ Physiology, p. 445.
